Teaching students to teach patients: A theory-guided approach by Candela, Lori et al.
Marquette University 
e-Publications@Marquette 
College of Nursing Faculty Research and 
Publications Nursing, College of 
2018 
Teaching students to teach patients: A theory-guided approach 
Lori Candela 
Linda B. Piacentine 
Kathleen L. Bobay 
Marianne E. Weiss 
Follow this and additional works at: https://epublications.marquette.edu/nursing_fac 
 Part of the Nursing Commons 
http://jnep.sciedupress.com Journal of Nursing Education and Practice 2018, Vol. 8, No. 11
CLINICAL PRACTICE
Teaching students to teach patients: A theory-guided
approach
Lori Candela∗1, Linda B. Piacentine2, Kathleen L. Bobay3, Marianne E. Weiss2
1School of Nursing, University of Nevada, Las Vegas, United States
2College of Nursing, Marquette University, Milwaukee, United States
3Marcella Niehoff School of Nursing, Loyola University, Chicago, United States
Received: April 5, 2018 Accepted: June 27, 2018 Online Published: July 8, 2018
DOI: 10.5430/jnep.v8n11p92 URL: https://doi.org/10.5430/jnep.v8n11p92
ABSTRACT
Nurses in every setting provide patient teaching on a routine basis, often several times a day. Patient teaching skills are essential
competencies to be developed during pre-licensure nursing education. While students learn what to teach for specific conditions,
they often lack competence in how to teach in ways that individualize and optimize patient learning. The ultimate goal of
patient teaching is to arm patients with the knowledge and skills, and the desire and confidence in their ability to reach their
targeted health outcomes. We describe the creation of a theoretical framework to guide development of patient teaching skills.
The framework, rooted in the contemporary health care values of patient-centered care, is a synthesis of four evidence-based
approaches to patient teaching: patient engagement, motivational interviewing, adult learning theory, and teach-back method.
Specific patient teaching skills, derived from each of the approaches, are applied within the context of discharge teaching, an
important nursing practice linked to patient outcomes. This exemplar emphasizes the use of critical teaching process skills
and targeted informational content. An online student learning module based on the theoretical framework and combined with
simulation experiences provides the nurse educator with one strategy for use with nursing students. The theoretical framework
has applicability for skill development during pre-licensure education and skill refinement for nurses in clinical practice.
Key Words: Patient teaching, Discharge teaching, Patient engagement, Motivational interviewing, Adult learning theory,
Teach-back method
1. INTRODUCTION
While theories and models abound regarding teaching, learn-
ing, and learners that have many overlapping ideas,[1] a need
remains to identify core concepts that are directly actionable
for nurses learning the interactive art of patient teaching. As
key health care professionals, nurses need to align their prac-
tice with national health care initiatives to achieve necessary
improvements in patient health care experiences and out-
comes.[2] Nurses must change practice behaviors away from
teaching as information-giving toward a dynamic partnership
of information sharing and shared decision making with the
patient.[3] This conceptual change will lead to demonstrable
results of improved patient health behaviors. The purpose
of this article is to share a newly synthesized framework to
guide student learning of patient teaching. The exemplar
of discharge teaching, a nursing process aligned with na-
tional goals to improve patient experience of care and health
outcomes, is used to demonstrate how the framework can
be applied to teach nursing students about how to improve
patient teaching.
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The genesis of our theoretical framework emerged from
our previous research in clinical practice settings on hos-
pital nurse contribution to readmission reduction through
discharge preparation.[4–7] What we learned from this re-
search was that the quality of discharge teaching impacted
readiness for discharge and, ultimately, post-discharge cop-
ing difficulty and readmission. Specifically, we found that
how nurses teach impacts these outcomes;[6] in the presence
of poor quality teaching, content delivered is not necessarily
content well received. In developing a measure of discharge
teaching for these studies, we reviewed literature on dis-
charge teaching and general patient teaching sources.[7–12]
What emerged from this review were four evidence-based
approaches to discharge teaching (patient engagement, adult
learning theory, motivational interviewing, and the teach-
back method) and 13 teaching skills aligned with these ap-
proaches. Through triangulation methods,[12] a synthesized
model, the Theoretical Framework to Guide Patient/Family
Teaching emerged. It became apparent that this framework
was broadly applicable to many patient teaching situations,
not solely discharge teaching.
2. BACKGROUND
In every encounter with patients, nurses teach through infor-
mation sharing, clarification, reinforcement, demonstration,
and role-modeling.[1] Pre-licensure nursing education in-
cludes content on patient teaching, with the focus on use
of adult learning principles for teaching content relevant to
the patient’s health condition. In clinical practica, students
are exposed to electronic flowsheets which require documen-
tation of patient teaching based on disease-specific clinical
guidelines, for example, guidelines for heart failure teach-
ing.[13]
Discharge teaching is a primary function of hospital-based
nurses.[14] While preparatory teaching for discharge should
be incorporated into every patient encounter throughout the
patient’s hospital stay,[15, 16] it becomes a focal priority near
the time of discharge. This teaching is intended to prepare
the patient and family/caregiver for the transition from hospi-
tal to home.[14] Traditional nursing approaches to discharge
teaching often involve unidirectional communication such as
telling the patient what to do after discharge and providing
those instructions in standardized written form. Sometimes,
an instructional video or return skill demonstration is used.
This may be expedient for nurses but not effective for those
being discharged, as indicated by readmitted patients who re-
port confusion or even no memory of discharge teaching.[17]
Patients also report that discharge instructions often are not
understood because the language used by providers is con-
fusing or unfamiliar.[18] Part of the issue with lack of patient
understanding of discharge education is that nurses are not
comfortable or proficient in all areas of patient teaching.[19]
Additionally, nurses report lack of knowledge regarding how
people learn, lack of time, and lack of undisturbed settings as
barriers to patient teaching.[20] Nursing education can make
a real impact in how graduates have been pedagogically de-
veloped to teach patients in every setting.
Improving hospital discharge process and outcomes has been
a national priority in the effort to reform health care.[8, 21]
Discharge teaching serves as an exemplar of the need for
refocusing patient teaching from education for knowledge
transfer to education targeted to engage patients in learning
to manage their care at home. Standardized educational con-
tent, as part of disease-specific management programs, has
had some positive impact on knowledge retention, self-care
at home, medication adherence, and readmissions.[9, 22–24]
However, recent research has consistently demonstrated that,
although discharge teaching content is important, it is the
teaching skills of discharging nurses that is a critical factor
in patient readiness for hospital discharge, difficulties with
post-discharge coping, and return to the hospital for readmis-
sion or an emergency department visit.[4, 6, 7] Good content
in the presence of poor teaching does not achieve these key
outcomes of discharge teaching. Recommendations for im-
proving discharge teaching emphasize a patient-centered ap-
proach in which both the content and method of teaching are
individualized to the patient’s characteristics and situation,
rather than the typical approach of standardized information
based on the patients’ diagnosis.[8]
Improving nurses’ proficiency in patient teaching is a proac-
tive approach to addressing patient concerns with the instruc-
tions they receive. Developing high quality patient teaching
skills is essential for preventing adverse outcomes associated
with poor information exchange between providers and pa-
tients. As a foundational component of patient care, skill
building in patient teaching, including content knowledge
and teaching process, should be a core competence developed
within prelicensure curricula. This education should embrace
contemporary evidence-based approaches to teaching and
learning.
3. THEORETICAL FRAMEWORK TO GUIDE
PATIENT/FAMILY TEACHING
The purpose of this theoretical framework is to provide guid-
ance to pre-licensure and practicing nurses in developing and
refining patient teaching skills. The framework advocates for
a patient-centered approach to patient teaching integrating
four evidence-based approaches: Patient engagement, Mo-
tivational interviewing, Adult Learning Theory, and Teach-
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Back method (see Figure 1). For each approach, specific
patient teaching skills are included that can serve as foci for
targeted skill development. The description of each evidence-
based approach and specific skill is discussed in relation to
discharge teaching with the recognition that they apply to
the broad range of teaching encounters within the scope of
nursing practice.
Figure 1. Theoretical framework to guide patient/family teaching
3.1 Patient-centered care
The need for transforming health care to a patient-centered
focus is highlighted in the landmark report released by the
Institute of Medicine in 2001. Patient-centered is defined as
“providing care that is respectful of and responsive to indi-
vidual patient preferences, needs, and values, and ensuring
that patient values guide all clinical decisions.”[25] Patient-
centered care has been shown to reduce medical errors and
the overall cost of health care.[26] The four evidence-based
approaches to patient teaching - Patient engagement, Moti-
vational interviewing, Adult Learning Theory, Teach-Back
method – each make distinct contributions to making the
patient and their goals, preferences, needs, and uniqueness
central to the teaching/learning experience.
3.2 Patient engagement
The Agency for Healthcare Research and Quality[27] defines
patient/family engagement as “. . . inclusion of patients and
family as active members of the health care team.” Most
authors agree that engagement involves consideration of the
patient/family individual characteristics, perspectives and
needs, including values and beliefs.[27, 28]
Drenkard et al.[3] propose a similar, but slightly different ap-
proach to patient (person) engagement. Their model consists
of the following components:
• Assessing capacity for engagement, which includes
consideration of health literacy, physical condition,
availability of support;
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• Exchanging information and provide choices, which
goes beyond just providing facts and includes alterna-
tive options for shared decision making;
• Care planning, including mutual goal setting;
• Determining appropriate interventions matched to the
person’s ability for self-management; and regularly
evaluating to determine if the plan remains relevant
and appropriate.
When persons and families are more engaged, the plan of
care is more likely to be carried out since it was mutually de-
termined. Active membership of the patient in the care team
is critical and extends to shared decision making with patients
and family members so that all parties are given adequate
information and time to make informed decisions.[3, 27, 28]
Five person-centered proactive approaches by health care pro-
fessionals’ promote patient engagement: (1) inform me: pa-
tients know what the plan of care is, what treatments and med-
ications are prescribed; (2) engage me: self-care instructions,
reminders for medications, follow-up appointments made be-
fore discharge; (3) empower me: appropriate health literature
written at a level or language the patient/family can under-
stand, effective communication between multiple health care
providers; (4) partner with me: providing patients and fami-
lies with information about disease self-management, includ-
ing shared decision making; and (5) support my eCommu-
nity: shared care plans, integrated electronic care records.[29]
Specifically related to discharge teaching as an exemplar of
patient teaching, guidelines for an IDEAL discharge from
AHRQ[8] prescribe: Include the patient and family as full
partners; Discuss with the patient and family five key areas
to prevent problems at home; Educate the patient and family
throughout the hospital stay; Assess how well doctors and
nurses explain the diagnosis, condition, and next steps in
their care and use teach back; Listen to and honor the patient
and family’s goals, preferences, observations, and concerns.
These principles of patient engagement are applicable to
many provider-patient encounters and to many teaching-
learning situations. Patients actively involved in their health
and health care are more likely to have better outcomes.[30, 31]
For example, when teaching about chronic disease manage-
ment, engaging patients in their learning activates them with
the knowledge, skills and confidence needed to manage their
long-term illnesses effectively.[32] Engaging patients in their
care has demonstrable benefits in reducing adverse events in
hospitalized patients,[33] improving patient satisfaction,[34]
and raising self-management adherence.[35]
Two specific skills need to be learned for effective patient
teaching and evaluated as process measures of the quality of
patient teaching:
• Listen to your patient’s concerns: Listening is an act
of being open to understanding the patient’s goals,
preferences, and concerns. Being fully present in the
moment of teaching is important to the active listen-
ing that is necessary in customizing the content and
teaching method for each individual patient. Whole
body listening (using eyes, ears, mouth, brain, heart,
body) is a helpful method to actively listen and to let
the patient and their family know that the nurse teacher
is fully engaged in the teaching/learning process.[36]
• Answer your patient’s specific concerns and questions:
Engaging in dialogue with the patient and family leads
to shared decision-making in addressing health care
needs.[37] Two principles are important: (1) start teach-
ing at the patient’s current level of understanding about
their health condition and next steps in the plan of care;
(2) assess the patient’s immediate questions and con-
cerns first.
3.3 Adult learning theory
Nurses practice in a wide variety of settings that all have one
thing in common: the need to be able to effectively teach pa-
tients about their health. This is especially important during
hospital discharge, a time of great transition and increased
stress as patients and their families get ready to manage the
what, when, and how-to of their health at home. Andragogy,
a theory of how adults learn provides insight into how to best
work with patients to facilitate their learning.[38–40] A set of
assumptions provides a guide to planning patient teaching
with adult patients and family members:
(1) Self-concept: Adults value autonomy and therefore
prefer choice in decisions about their learning. They
are self-directed learners.
(2) Experience: Adults carry a wealth of diverse life ex-
periences that they use to inform new learning. These
experiences differ greatly from person to person and
can influence everything from readiness to learn, moti-
vation to learn, and learning style, to how and what is
mentally processed and if it will be retained for future
use.
(3) Readiness to learn: Adults learn best when the topic
is relevant, important, and timely to their life. They
are pragmatic, need-to-know learners who selectively
engage in learning if they feel it is important to them,
and if the learning meets their immediate goals and
needs within their personal and social roles.
(4) Orientation to learning: Adults learn in order to solve a
problem or improve a situation. They seek knowledge
that has immediate potential for application.
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(5) Motivation: Adults are most influenced and motivated
to learn by internal goals and personal expectations,
rather than goals imposed or recommended by others.
Patient teaching must be understood as a process that in-
volves taking the time to understand patient perspectives,
concerns, health goals and anything that may facilitate or
hinder the ability to get to those goals.[41] Patient teaching
is a process that at each step requires assessment to individ-
ualize the teaching style to the patient’s preferred learning
style, planning the content to personally relevant concerns,
and reciprocal exchange of information with both formative
and summative evaluation of learning.
Five specific skills associated with adult learning principles
facilitate effective discharge teaching.
• Match teaching methods to patient learning style:
Matching the teaching to the patient’s preferred style
of learning[42] using the appropriate health literacy
level improves the ability to retain new knowledge.[43]
• Present information in a way that patients and fam-
ilies can understand: Teaching using language and
examples that are relevant and recognizable to the pa-
tient increases the patient’s ability to be engaged in the
learning and to participate in problem solving potential
issues related to the discharge and beyond. The nurse
needs to assess the impact of culture, language and
overall health literacy on learning readiness[1, 44] and
incorporate the patient’s individuality in these areas
into the teaching encounter.
• Be consistent with information that is repeated: Repe-
tition of information from multiple sources is a recom-
mended strategy for assuring retention of learning.[45]
Inconsistent information from different providers and
differences in language used to communicate the same
concept can be confusing to patients.
• Teach at a time that is good for the patient: Setting
a time for the teaching-learning interaction when the
patient can fully participate sets the stage for engage-
ment in the learning process. Timing of the teaching
should be determined based on assessment of patient
readiness to learn including identification for factors
that impede learning. These include physical (such as
pain), cognitive (such as anxiety, cognitive impairment
due to pain or medications), or environmental (such as
distractions, noise, or poor lighting) factors.[44]
• Teach at a time that is good for the family: Family pres-
ence is important as it provides support for the patient,
additional insight into realities impacting ability to im-
plement discharge instructions, and reinforcement of
what has been taught.[46]
3.4 Motivational interviewing
Motivational Interviewing (MI) is an evidence-based com-
munication strategy to promote health behavior change by
collaborating with patients to discover their motivations and
resolve any conflicts that may impede positive change and ad-
herence to recommended treatments.[47, 48] Changing health
behaviors and encouraging healthy lifestyles is often a fo-
cus of patient teaching. MI allows patients to explore their
own values and beliefs as they think about change. MI is
recognized as part of patient-centered care that can be effec-
tively used in the hospital by multi-disciplinary health care
providers.[49, 50]
Four guiding principles of MI incorporate the ‘RULE’
mnemonic, Resist, Understand, Listen, and Empower.[47]
RULE is a helpful reminder to focus patient teaching conver-
sations away from ‘telling’ instructions, that is, resist the urge
to tell the patient what to do. Instead, use the RULE to focus
toward building on the patient’s own motivation, actively and
attentively listening for barriers, and building self-confidence
in the patient’s own abilities. A patient teaching example
using RULE is presented in Table 1.
Table 1. RULE principles* applied to practice
 
 
RULE Principles Meaning Examples 
Resist the righting 
reflex 
Resist telling the patient what to do, 
instead ask the patient what can be done 
Poor: Take all your medications as directed. 
Better: What would help you to remember to take your medications on 
time? 
Understand your 
patient’s 
motivations 
Ask the patient about motivations for 
health behavior 
Poor: I think you should take your diuretic medication every day. 
Better: How would you feel different if you took your diuretic medication 
every day?  
Listen to your 
patient 
Actively listen by showing interest and 
being fully attentive 
Poor: Let me tell you why you must take your pill on time. 
Better: What can you tell me about your medications? How does taking 
your medications make you feel? 
Empower your 
patient Support your patient to change 
Poor: You can change by setting a reminder to take your pill. 
Better: What can I do to help you take your pills on time? 
 *Rollnick, Miller, & Butler, 2008 
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The nurse using MI employs three strategic approaches: ask-
ing, informing, and listening.[47] By asking questions, the
nurse assesses what the patient knows and what goals they
want to achieve. For example, the patient may be asked what
they currently do and what they want to do in the future re-
garding a specific behavior. With this knowledge, the nurse is
able to inform the patient about unexplored options and how
the options might apply to their particular situation. With
attentive listening by the nurse, the patient is given the op-
portunity to express their wishes and identify areas in which
they may need help.
Five MI techniques - open-ended questions, reflective listen-
ing, affirmations, summarizing, and eliciting[51] – are useful
during patient teaching to 1) demonstrate the nurse’s ac-
tive engagement in the teaching-learning session; 2) identify
key patient-stated goals and motivators that can be lever-
aged to promote patient engagement and adherence to care
recommendations; and 3) uncover barriers that may be de-
motivators to achieving care goals and needed lifestyle or
health self-care behaviors. Incorporating MI techniques into
discharge teaching helps patients who often face a lack of
motivation and other hurdles in illness and the challenges
of recovery, such as avoiding, overcoming, or adjusting to
the limitations and disabilities associated with chronic ill-
nesses.[52, 53]
Patients with a variety of medical and psychological diag-
noses have been found to successfully change health behav-
iors when MI was used.[50] Use of MI increases patient
engagement and patient confidence to change. For example,
the effectiveness of MI compared to standard care has been
demonstrated in heart failure patients with decreased read-
mission rates[54] and improved antibiotic adherence in older
adults hospitalized with pneumonia.[55]
In applying MI to the discharge teaching process, four spe-
cific skills help the nurse to assure use of a motivational
interviewing approach to patient teaching.
• Be sensitive to the patient’s beliefs and values: Us-
ing empathetic listening skills, such as paying full
attention, allowing for silences, and not jumping to so-
lutions, opens space for patients to discuss their health
beliefs and values. Being sensitive to patient’s beliefs
helps in understanding if they wish to change or not.
• Instill confidence in what to do after going home: Pa-
tients need time to focus on important and concern-
ing factors related to their discharge. Using affirming
comments to reinforce both the accuracy of discharge
instructions and ability to successfully perform per-
sonal and medical self-care is confidence building and
empowering.
• Instill confidence in what to do in an emergency: The
patient’s ability to recognize problems and act in emer-
gency situations is critical to preventing adverse out-
comes. Confidence in knowledge of how to handle
complications and emergencies empowers patients to
take appropriate action in these stressful situations.
• Reduce patient/family anxiety: MI techniques gen-
erate affirmative plans for handling problems in the
post-discharge period. Patients are less anxious and
more confident in approaching changes and are more
engaged in treatment.[50] When health care profession-
als use MI, patients feel listened to, supported, and
empowered.
3.5 Teach-back method
Teach-back is a simple, evidence-based approach for
teaching-learning interactions between provider and patient.
The approach incorporates patient engagement and verifica-
tion of learning through an iterative process of teaching and
assessing patients’ understanding of health information and
instructions.[8, 56–58] The provider presents information or a
skill in small chucks or sound-bites, checking for understand-
ing and proficiency after each chunk.
Evidence from a systematic review supports the use of the
teach-back method in educating people with chronic dis-
ease to maximize their disease understanding and promote
knowledge, adherence, self-efficacy and self-care skills.[56]
Discharge can be a stressful time for patients and their fam-
ilies;[59] the information that is provided during discharge
teaching can seem overwhelming and confusing. The teach-
back method moves beyond return demonstration by guiding
the nurse to verify understanding, to correct inaccurate in-
formation, and to reinforce knowledge and skills needed for
caring for self at home after discharge.[60] Using teach-back
facilitates identification of patients at risk for poor under-
standing and failure to implement hospital discharge instruc-
tions at home after discharge, allowing for customization of
teaching at the patient’s level of literacy.[61]
Two specific skills facilitate inclusion of teach-back in all
teaching episodes:
• Break teaching into small amounts of content. Teach-
ing in small segments permits focusing on one point
at a time with the opportunity to check back on the pa-
tient’s understanding by having the patient teach back
the information or skill. Repetition and clarification
reinforce the learning.
• Check patient/family understanding of information
and instructions. Checking with the patient and family
can involve ‘talk back’ by the patient in his/her own
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words about the plan for care to demonstrate not only
knowledge but the ability to conceptualize the plan
within the context of the patient’s unique home situa-
tion. ‘Demo back’ is a check on the skills needed for
home self-management.[62]
4. DISCUSSION
Patient teaching is an essential skill set for nursing prac-
tice that achieves its highest quality when conducted using
evidence-based approaches. Nurses provide patient educa-
tion in every type of setting, every day. Much of this is cen-
tered on discharge teaching, a primary function for hospital-
based nurses.[14] Ineffective discharge teaching can result
in a lack of patient understanding and adherence that may
prolong the recovery period and, worse, result in hospital
readmission. The U. S. Bureau of Labor Statistics (2018),
reports that a combined 79% of nurses work in hospitals or
ambulatory care.[63] These nurses, in particular, must be able
to provide effective discharge instruction, often with minimal
advance notice and within compressed time periods. This is
challenging, even for the most seasoned nurses. Given that
76% of new nurses seek their first job in a hospital setting,[64]
nursing academia must play a key role.
Table 2. QUALITY OF DISCHARGE TEACHING Evaluation Form
 
 
Use this form to reflect on the way you teach your patients about preparing for going home from the hospital. Many of the responses 
are on a 10-point scale from 0 to 10. The words above the number indicate what the 0 or the 10 means.  
Pick the number between 0 and 10 that best describes how you self-evaluate your patient teaching session. 
For example, circling number 7 means you feel more like the description of number 10 than number 0 but not completely. 
1. In your discharge teaching session, how much information did you provide to your 
patient about: 
None                                               A great deal 
    a. taking care of self at home after discharge 0     1     2     3     4     5     6     7     8     9     10 
    b. emotions to expect after going home 1     2     3     4     5     6     7     8     9     10 
    c. medical needs or treatments (for example, caring for a surgical incision, respiratory 
treatments, exercise, rehabilitation, or taking medications in the correct amounts and at 
the correct times) after you go home? 
0     1     2     3     4     5     6     7     8     9     10 
    d. who and when to call if problems occur after going home? 0     1     2     3     4     5     6     7     8     9     10 
2. How much practice with medical treatments or medications did you provide to your 
patient? 
0     1     2     3     4     5     6     7     8     9     10 
3. How much information did you provide to family member(s) or significant others 
about your patient’s care at home after discharge? 
0     1     2     3     4     5     6     7     8     9     10 
4. In thinking about the way you ‘delivered’ discharge teaching to your patient, how 
much:   
Not at all                                          A great deal 
    a. did you answer specific concerns and questions?    0     1     2     3     4     5     6     7     8     9     10 
    b. did you listen to your patient’s concerns? 0     1     2     3     4     5     6     7     8     9     10 
    c. were you sensitive to your patient’s personal beliefs and values? 0     1     2     3     4     5     6     7     8     9     10 
    d. did you use teaching methods that were best for your patient’s learning style? 0     1     2     3     4     5     6     7     8     9     10 
    e. did you break the teaching into small amounts of content? 0     1     2     3     4     5     6     7     8     9     10 
    f. did you check to make sure your patient understood the information and instructions? 0     1     2     3     4     5     6     7     8     9     10 
    g. did you instill confidence in your patient’s ability to care for self at home after 
discharge?  
0     1     2     3     4     5     6     7     8     9     10 
    h. did you instill confidence in your patient that he/she would know what to do in an 
emergency? 
0     1     2     3     4     5     6     7     8     9     10 
    i. did you decrease your patient’s anxiety about going home? 0     1     2     3     4     5     6     7     8     9     10 
5. In your teaching: Not at all                                                 Always 
    a. did you present information on self-care at home in a way your patient could 
understand? 
0     1     2     3     4     5     6     7     8     9     10 
    b. when you repeated information for reinforcement or clarification, were you 
consistent in the information you provided to your patient? 
0     1     2     3     4     5     6     7     8     9     10 
6. Did you confirm with your patient that: 
    a. the teaching session was occurring at a time that was good for your patient?      
[ ] Yes                   [ ] No 
    b. the teaching session was occurring at a time that was good for family members or 
others who should attend?  
[ ] Yes                   [ ] No 
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Learning to teach patients must begin in pre-licensure educa-
tion and continue with experience acquired throughout prac-
tice. High quality education for nurses about patient teaching
is a requisite for impacting patient health outcomes.[4, 5] The
Theoretical Framework to Guide Patient/Family Teaching
brings together four evidence-based approaches to guide stu-
dent learning about patient teaching.[27, 38, 47, 56] Foundational
education on each evidence-based approach can begin with
learning about the underlying theory and outcomes achieved
using the approaches. Student engagement in learning to be
a skilled patient teacher will be facilitated by nursing instruc-
tors who are able to apply the same four approaches when
teaching students about patient teaching. In the framework,
13 specific skills were identified that are aligned with the
four approaches and provide opportunities for targeted appli-
cation in simulated and real patient scenarios. These skills
were derived from review of literature on patient teaching;
hospital discharge preparation was used as a case example of
patient teaching. Students can intentionally apply, evaluate,
and refine these skills in discharge teaching and other patient
teaching encounters, so that they become a routine set of
practice behaviors.
In our own work, we have developed a learning module ti-
tled “Patient/Family Teaching for the Hospital Discharge
Transition: An Interactive Learning Module” based on the
Theoretical Framework to Guide Patient/Family Teaching.
The module engages students in learning about the four the-
oretical approaches to patient teaching and application in
the specific situation of discharge teaching. We selected dis-
charge teaching because of the need to improve the quality
of discharge teaching and patient outcomes that emerged
from our research. The student experience is structured to
engage students in the learning process. Students develop
a discharge teaching plan in conjunction with their instruc-
tor, conduct the teaching in the simulation lab with a live
model patient, review the simulation video and self-rate their
performance based on the completion of the 13 discharge
teaching skills (The self-evaluation tool is presented in Table
2). After the first simulated teaching, students complete the
online learning module on patient/family discharge teaching,
and then repeat the simulation and self-evaluation, along
with a self-reflection on the entire experience. The exercise
also includes a group de-briefing to enhance the learning
experience.
5. CONCLUSION
The Theoretical Framework to Guide Patient/Family Teach-
ing was developed to guide nursing students in learning
foundational approaches to patient teaching through skills
applicable to discharge teaching as a specific example and to
the broad range of patient teaching encounters. Aligned with
research demonstrating the impact of the quality of teaching
skills, independent of content received, on patient outcomes,
focused preparation on the recommended approaches and
specific teaching skills outlined in the framework will not
only improve preparation of nursing students as patient teach-
ers but will contribute to the broad national health goals of
improved patient engagement in their care and improved
health outcomes.
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